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THE APPENDICULAR LIVER. 


DR. C. C. NESSELRODE, Kansas City, Kansas, 


Read before the Northeast Kansas Medical Society, October 24, 1912. 





From its situation the liver receives the frontal attack of both 
toxines and microbes, not only from the appendix but from the 
entire portal drainage area. The appendicular veins and the 
drainage of the portal vein carry microbes and toxines to the liver 
continuously. During an attack of acute appendicitis the amount 
of both the toxines and microbes is greatly increased. Because of 
the very different action of toxines and microbes, it is necessary 
to distinguish between toxic-hepititis and suppurative-hepititis. 

Soon after the onset of an acute attack of appendicitis the liver 
may be effected by the toxines which are carried more rapidly 
than the microbes; there is an actual change in the hepatic cells 
which deserves the name of toxic-hepititis. This toxic-hepititis 
does not suppurate. It is the actual lodgement of microbes, 
either in the form of free microbes or infected emboli that give 
rise to suppuration either diffuse or in the form of multiple abscess. 
This constitutes suppurative-hepititis. Before discussing these 
two distinct forms of appendicular liver we will report two cases, 
representative of these two types. 

Case 1.—Mr. S., came to my office September 25th, with the 
following history: Age 29, married, wholesale liquor dealer, past 
history negative, family history negative. Since childhood he 
had attacks of abdominal cramps usually relieved by free vomiting, 
does not know how many of these attacks he had. Has never been 
confined to bed with these attacks except once, when he was in 
bed for three days. He insists that he never knew the pain to 
become localized, and never had any localizing tenderness, does 
not think that he had any fever. Is just getting over an attack 
at the present date. Examination, temperature normal, pulse 
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80, head and chest negative, abdomen negative, no tenderness 
on pressure in any part of the abdomen, urine negative, leucocytes 
11,000. One week later I saw him at the home in the midst of 
another of these attacks. He had no temperature and he had no 
abdominal pain except a sense of discomfort and sense of full- 
ness.in the upper abdomen. He insists that there is no abdomi- 
nal tenderness and surely there was no abdominal rigidity. I 
saw him twenty-four hours later with a temperature of 102, still 
no localizing symptoms to be made out. The morning following 
his temperature was 101, leucocyte count showed 24,000, 89% 
polys. The only thing to be made out on examination was an 
increased area of liver dullness. The upper limits of dullness were 
almost to the level of the right nipple, absolutely no rigidity or 
tenderness in the right lower quadrant. There was some uncer- 
tain rigidity and tenderness, however, in the upper right quadrant. 
He had at this time a very slight tinging of the sclera of the eve 
but no apparent tinging of the skin. The evening following this 
examination he had a slight chill and was ordered sent to the 
Hospital. During the first day at the Hospital which was the 
fourth day of his illness, he had a chill and that same night another. 
Each of these chills was followed by high temperature and profuse 
sweating. A leucocyte count made during the day showed 22,000 
with 87% polys. The morning following, which was the morn- 
ing of the fifth day, his abdomen was opened with right rectus 
incision a little above the level of the umbilicus. We found a 
distinctly inflamed appendix with a small perforation and abscess 
within the messentery. This abscess did not contain to exceed a 
dram of pus. The mesentery was much swollen and inflamed. 
Appendix removed and drainage established. He progressed slow- 
ly, having some temperature with some slight infection of the 
wound. On the night of the fifth day he had a chill. The morn- 
ing of the sixth day the area of the liver dullness having lessened 
but slightly, leucocyte 26,000 it was decided to drain the gall- 
bladder. This was done through a very small incision just above 
the former incision. The gall-bladder was slightly distended and 
contained a bile that was full of mucous and many floculi. Cul- 
tures were made from this bile on agar slants, but showed no or- 
ganisms. The patient remained a good deal as he had been for 
the few days preceding this second operation, except that he had 
no chill. At the end of six days however, his evening tempera- 
ture was normal, his leucocyte count 11,000, and has remained nor- 
mal up tothe present date. The drainage from his gall-bladder 
the first several days, contained large quantities of mucous but now 
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and for several days past, has been apparently normal. He is at 
this time making a very satisfactory convalescence. 

Case 2.—Mr. B., age forty-two, married, admitted to surgical 
service of Dr. G. M. Gray, St. Margaret’s Hospital, June 2, 1907, 
suffering with an acute appendicitis of three days standing. He 
gave a history of previous attacks, nothing unusual in the history 
of this three days illness except the fact that some twelve hours 
before entering the Hospital he had a chill. He was taken to the 
operating room at once and a gangrenous appendix removed, 
drainage established. On the third day the chill followed by 
temperature of 104 and profuse sweating. A leucocyte count 
made at this time showed a total count of 29,000, no differential 
count made. His temperature subsided in the course of a few 
hours but the day following he had another chill with an unusually 
high leucocyte count and temperature. The wound looked good. 
The condition of the abdomen perfectly satisfactory, the drainage 
was not very profuse, the areas of the liver dullness was considera- 
bly increased, the increase being upward, in fact the question of 
pleural effusion was discussed. He continued to run a very in- 
regular temperature curve, accompanied by a high leucocyte 
count, no pain and no localizing symptoms except the increased 
area of liver dullness. On the seventh day an aspirating needle 
was introduced into his right pleural cavity and six ounces of a 
perfectly clear serous fluid extracted. We were then convinced 
that we were dealing with a pylephlebitis or multiple abscess of 
the liver of portal origin. However, on the ninth day an explora- 
tory incision was made in the upward quadrant of the abdomen in 
the bare hope that we might be mistaken and that the evident 
infection might be of such a location that drainage might be es- 
tablished. The abdomen showed no signs of peritonitis and our 
findings only tended to confirm our diagnosis of multiple abscess 
of the liver. The gall-bladder was not distended and could be 
easily emptied by pressure. This man continued to have these 
irregular paroxyms beginning with a chil! and then high tempera- 
ture and profuse sweating. He died near the end of the fifth 
week. Never was jaundice a marked symptom and yet there was 
distinct coloring of the sclera. The area of liver dullness extended 
upward to a level of the nipple and there was marked bulging of 
the liver area. Slightly tender to pressure but never markedly so. 
The appendix temperature chart shows the irregularity of his 
temperature curve, the dots marking the time and number of 
chills. The chart however, fails to show the high temperature that 
always followed immediately upon the chill, because the tempera- 
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tures here recorded were taken at a regular time each day while 
the chills occurred at very irregular intervals. Following his 
death an autopsy was done by myself with the following findings: 

Abdominal cavity showed no signs of peritonitis. The spleen 
was slightly enlarged, the liver very much enlarged, surface smooth. 

The cut section shows hundreds of small abscesses from the 
size of a pin head to that.of a pea. The mesentery veins in the 
region of the appendix were thrombosed but on opening these 
veins we find the thrombus to be of a soft and necrotic nature, 
appearing more as a greenish purulent semi-fluid. The main trunk 
of the portal vein was not thrombosed but many of the portal 
venules of the liver were found to contain much the same charac- 
ter of fluid as was found in the mesentary veins of the appendix. 

These two cases illustrated the acute type of appendicular 
liver so well, as laid down by Dieulafoy. The toxic-hepititis 
usually appears soon after the onset of attack. There is usually 
slight tinging of the sclera of the eye with perhaps a very slight 
tinging of the skin of the face. It is very exceptional for the 
jaundice to become general. The faeces remain colored. The 
urine is only moderately bile stained, and in most cases there is 
enlargement of the liver most marked upward. The jaundice 
usually disappears within a few days after appendectomy. 

Dieulafoy reports two cases in which the slight jaundice per- 
sisted for several months after an attack of appendicitis and dis- 
appeared only when the appendix was removed at the end of this 
period. He has suggested that these cases of toxic-hepititis might 
bear some relation to the etiology of cirrhosis of the liver. Dieula- 
foy had an opportunity to examine some of these livers microscopic- 
ally. He states that there was an accumulation of very fine fatty 
granules in the interior of the liver cells, especially near the center 
of the lobule. : 

One detail was interesting to note, viz., that accumulation of 
fat in the endothial cells and in the interior of the capillary vessels 
a large number of leucocytes charged with fatty granules. There 
was no necrobiosis in the liver cells, in short he found in the liver, 
lesions of granule, fatty degeneration of the centro-lobular hepatic 
cells, that is, lesions due to super-acute intoxication. 

As to the second or more serious form, suppurative-hepititis. 
The case reported above shows a fairly typical history with the 
exception, that usually the chill which marks the invasion of the 
liver comes on at a later time. Dieulafoy says that he had never 
known a case to come on earlier than the sixth day and usually 


it is the tenth. 
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It is now generally recognized that the liver, like the kidney, 
has passing through it at all times bacteria. That as long as the 
liver is normal and the bacteria not of too virulent a nature, no 
damage results. But, if you stop to consider that in every case of 
appendicitis, the appendix becomes converted into a closed cavity 
containing many bacteria and remembering the effect that this 
closed cavity has upon the virulence of the inclosed bacteria, it 
is easy to see the danger that every attack of appendicitis has upon 
the liver. These bacteria are carried to the liver by the portal 
circulation, in the ordinary case as free bacteria, but in case the 
mesenteric veins of the appendix become thrombosed, then the 
bacteria are carried in infected emboli. In the case of the free 
bacteria the liver may be able to pass them through to the bile 
ducts with no damage or at least only a cholongitis resulting. 
In the case of the infected emboli, the embolus becomes lodged in 
the smaller portal venules producing a thrombosis of the small 
venules with the resulting abscess. The size of this abscess is 
determined largely by two things: The size of the embolus and 
the length of time the patient lives, usually the embolus is a very 
small one and lodges in the smallest of the venules and being a 
small focus the resulting abscesses are usually very small. If 
one stops to consider the anatomical arrangement of the portal 
circulation it is easy to see why the number of these abscesses is 
so great and their distribution throughout the liver so general. 
In the case reported above the abscesses were numbered by tens 
and almost by hundreds. : 

There is one condition which we have referred to very briefly 
above and which has been very largely written about in the last 
few years, that is, the relation of cholangitis and the resulting gall- 
stones to appendicitis. We do not care to discuss this except to 
say that as an acute complication of appendicitis its importance is 
very small as compared with either toxic-hepititis or suppurative- 
hepititis. 

In conclusion, it is well to remember that both these types 
of hepatic-infections are always consecutive to the acute phase of 
appendicitis. The first usually has its onset during the second 
or third or fourth day of the attack. The second any where from 
the fourth to the tenth day. In either case there is time, if the 
attack is recognized early, for surgery to intervene and save the 
liver such an attack. Hepatic infection is one of the most terri- 
ble complications of appendicitis and if these cases are to be saved 
the appendix must be removed before such an infection takes place, 
for we are powerless to avert the evil, once it has established itself. 
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Every practitioner of medicine should have this danger thoroughly 
in his mind before he advises any patient to await an interval 
operation for appendicitis. 


—_——o—_—-— 


DISLOCATION OF THE LENS AND PERFORATION OF THE 
CORNEA. 


DR. R. S. MAGEE, Topeka, Kansas. 


Read before the Medical Association of the Southwest, October 8, 1912. 


The consistence of a mature traumatic cataract depends upon 
whether the gradual loss of the watery elements of the lens by 
absorption keeps on or not. If the loss of the water continues, 
nothing remains but the nucleus, leaving a flat, cake-like mass. 
The lens diminishes in volume until in some cases it is transformed 
into a thin, transparent membrane. The two layers of the lens 
capsule come into apposition, and if they remain transparent 
the vision will return at least in some measure—a sort of spon- 
taneous cure of the cataract. Ifnot,an opacity results, obscur- 
ing the vision. 

Lime salts may be deposited, says Eych’s, in the lens sub- 
stance, giving it a yellow or chalky white appearance—also cho- 
lesterin which would present glistening points. This shrinking 
process may make the lens tremulous. In proportion as the lens 
diminishes—it affects the zonula of Zinn—putting it upon the 
stretch, later causing atrophy of its fibres. Consequently the at- 
tachment of the lens becomes imperfect so that it shakes with the 
movements of the eye. Spontaneous luxation of the lens may 
take place through partial or total rupture of the zonula. The 
lens may be tilted just a little, (subluxation) backward or may 
leave its place altogether—luxation. Two forms of luxation 
are usually mentioned—prolapsing into the anterior chamber— 
this is forwards or receding into the vitreous—backwards. But 
I want to call your attention to two others both of which are due 
of course to trauma and rupture of the globe one in the ciliary 
region with the escape of the lens underneath the conjunctiva; 
the other still farther back, posteriorly with the escape of the lens 
substance into orbital cavity. 

Subluxations are very likely in time to change into complete 
luxations—the vibrating lens constantly pulling upon the Zonula 
and gradually causing it to atrophy. 

‘Luxated lenses may remain transparent for a time but usually 
very soon become opaque. Complications arising from dislocated 
lenses are irido-cyclitis and increase of tension—glaucoma. 
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The most dangerous form of lens dislocation is into the an- 
terior chamber. In this case the cornea becomes opaque wherever 
the lens is applied to its posterior surface and then the eye for the 
most part begins to undergo speedy destriction. Also contact 


with the iris, setting up an iritis by irritation leading to an irido- 


cyclitis. 

Case 1.—Wm. D..... , aged 56, Kansas City, Kansas, a 
car carpenter, received an injury to his right eve in October, 1904. 
The eyeball was ruptured in the upper quadrant of the sclero- 
corneal region. The aqueous chamber and seemingly the whole 
eye was filled with blood. Underneath the conjunctiva was a 
globular mass the size of a pea and was freely movable and looked 
like a large drop of oil. I opened the conjunctiva and removed 
the mass and found it to be the lens—the eye was sightless and 
because the globe was filled with blood I advised enucleation. 
This was refused. In three months he returned with a slight in- 
jury, which he claimed to have again received to this same eye. I 
could find none, but did find that sympathetic trouble had begun 
in his other eye. He was then ready to have the old injured 
eye removed, which I did but it was toolate. Sympathetic trou- 
ble which had begun, progressed rapidly, going on to total blind- 
ness. 

An interesting feature developed in this case. A few weeks 
after the first injury he was solicited by an Insurance agent for an 
Accident Policy. He was written up—never paid a premium— 
giving his note. After loss of vision he sued the Insurance Com- 
pany for the full amount of policy and after two or more years of 
litigation in the local courts and the case being carried to the 
State Supreme Court, the plaintiff won his suit. This item of 
information while having no direct bearing on the subject of this 
paper any further than this—that it is a suggestion that appli- 
cants for accident insurance would be much safer and better risks 
to the insurance company if subjected to a thorough medical 
examination before their applications were finally accepted. 

Case No. 2.—Mr. G., aged 61, a blacksmith of Wamego, in 
1908 was struck in the eye by a flying piece of steel. The eye ball 
was ruptured in the inner and upper quadrant in the ciliary re- 
gion, resulting in the escape of the lens underneath the conjunc- 


tiva. It could be easily seen and felt. Very little hemorrhage 


occurred in the eye. The injury had occurred several days when 


Isaw him. I removed the lens—the wound healed—had considera-. ' 


ble vision in the eye, and it gave him no further trouble. In ‘this 


case as well as in Case 1, the lens could be moved about freely un- 
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derneath the conjunctiva like a ball. It was a clear and a semi- 
solid globular mass pushing out the conjunctiva as if it might be 
a tumor. No color, resembling in appearance a bubble of air or 
drop of oil, but pressure of the finger showed it to be a mass some- 
what solid and not inclined to separate when pressed upon. A 
gelatine capsule, shaped like a bead or button, makes a good illus- 
tration as to how it looked. 

Case No. 3.—Mr. P. age 34, clerk, American, gave the follow- 
ing history : Twelve years ago lost the sight of left eye. Does 
not recall having received an injury at that time. Two months 
ago discovered that he was able to again see some out of this eye. 
Said that something kept moving backward and forwards in front 
of the sight like a shutter and that when this ‘‘moving thing’ 
on the inside of his eye passed to one side he could see for the mo- 
ment and then it would be covered up. This annoyed him and 
the annoyance increased and he was conscious of the fact that the 
flashing of the light in and out of thiseye was having a decided un- 
wholesome effect on the good eye. An examination showed an 
opacity of the lens—dense white and shiny and that it was mova- 
ble from side to side in a pendulum-like fashion. Also a tremulous 
iris. I advised him to wait a while and watch developments. 
I told him if this floating lens should break loose to return and 
report. In about two or three weeks he came in again. It had 
dropped down. On working with the eye and using a mydriatic 
the lens slipped through the pupillary space and descended into 
the bottom of the aqueous chamber. Fearing to jostle him about 
much he was immediately prepared for operation and the lens 
extracted. It was difficult in making the corneal incision to get 
by the lens. As soon as the cornea was opened and with the es- 
cape of the aqueous—the lens started to go back through the pu- 
pil. Immediately the iris prolapsed. With the introduction of 
the wire loop, the lens was delivered. The prolapsed iris was re- 
moved and the usual toilet of the wound was made and the opera- 
tion was completed. Such an operation is much more difficult 
and complicated than a cataract extraction because of the fact 
that there is no separation between the aqueous and vitreous 
chambers—the eyeball is all open and the loss of the vitreous is 
most likely to occur. Vision in this eye with plus 10D reads the 
finest print. 

Case No. 4.—Martin, brakeman, was climbing on top of a box- 
car when he caught hold of the grab-iron on top of the car. It 
gave way letting him fall backwards striking the ground with the 
iron still in his hand. The end of the iron struck him on the cheek 
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making a gash at outer and lower corner of the right eye. The 
eye presented the picture of a panophthalmitis. The eye was 
filled with blood. No opening in the anterior part of the eye ball. 
The eye ball was removed. A rent was found on the posterior 
surface and the lens together with the vitreous contents had es- 
caped into the orbit behind the conjunctiva which accounts for 
the great swelling of the eye. The force of the injury was so severe 
as to cause a rupture contra-coup of the eyeball. 

Case No. 5.—Mr. W., age 28, while cutting rivets, a piece of 
steel struck the eye with great force. No external laceration of 
the globe occurred but an extensive ecchymosis and hyphema. 
In a few days the blood in the anterior chamber cleared up. It 
was then seen that the iris was rent and detached for two-thirds 
of its circumference and that the lens was lying in the vitreous 
chamber well down inferiorly. The patient was kept in bed with 
ice pack and watched. An irido-cyclitis developed—later the 
eyeball had to be removed. Here the injury was of a double na- 
ture—the whole of the iris almost detached together with the dis- 
located lens—made destruction of the globe inevitable. 

Perforation of Cornea.—Perforation of the cornea frequently 
occurs from severe injuries—fragments of steel or broken glass 
striking the eye with considerable force and then dropping back— 
not going into the eyeball. Perforations also may be caused by 
various straining efforts such as crying, sneezing or coughing or 
force exerted in examining an eye. When such perforation oc- 
curs, the aqueous humor escapes and a prolapse of the iris follows. 
The aqueous chamber is obliterated. The iris and lens lie up 
against the cornea, and at the point of opening a portion of the 
iris will protrude. When the opening closes, if the iris be allowed 
to remain there it becomes adherent, remains prolapsed and be- 
comes incorporated in the scar—a condition known as anterior 
synechiae and the cicatrix forms a dense white scar—opacity of 
the cornea—known as adherent leucoma. But this is not the only 
thing that will happen. The pupillary edges of the iris will be- 
come adherent—a plastic exudate will be thrown out and the pu- 
pil will become closed—resulting in a white pupil and blindness 
will follow. Occasionally the perforation fails to close and a fis- 
tula of the cornea results. This of course exposes the eye to a 
subsequent inflammation—it is a leaky eye and jeopardizes its 
safety. All of this can be prevented and is the fact to which I 
wish to call your attention. If such an eye comes to you in which 
you suspect a perforation of the cornea—examine it closely and 
you will find one or all of three things; first, a shallow anterior 








470 THE JOURNAL OF THE 


chamber. Second, hyphema—blood in the anterior chamber, and 
third, at the site of the perforation a globular mass, freely mova- 
ble, blackish or grayish, depending on the length of time elapsing 
since the perforation. This mass is the protruding iris. Do 
not attempt to put it back—it is dead from strangulation—in 
every sense of the word, a strangulated hernia. If you should 
put it back it will come back out again, or adhere to the under 
side of the cornea or still worse, carry into the interior of the eye 
infection, which will destroy the eyeball by suppuration. These 
injuries are always emergency cases, and demand immediate at- 
tention. Now what should be done? It is an infected eye hav- 
ing had ample opportunity to become infected by the patient 
from his finger nails or soiled handkerchief, and must first then be 
thoroughly cleansed and I want to emphasize this thoroughly. 

First, cocainize, then with the iris forceps and scissors clip off 
the portion of iris protruding—first pulling it out far enough so 
that when it is clipped off the freed ends will return well back into 
the eye. The corneal wound can now close—which it will do and 
could not do before because held apart by the protruding knuckle 
of iris. A small linear scar will be all that will be seen to mark the 
site of injury—instead of a large white opacity. The vision will 
be practically as good as before the injury. The iris will now be 
free. If it had become incarcerated in the wound, with attempts 
at dilation or contraction on exposure to the light there would 
have been constant nagging of the iris—producing an inflamed 
and irritated eye. The eye cared for in this way will soon get 
well. If not, will drag along for weeks and months. 

No perforation of the cornea however slight should be consid- 
ered insignificant, but should be carefully examined and watched. 
The perforation of the cornea may be complicated by the injury 
to the lens and ciliary body. If such a thing occurs the lens will 
most likely have to be removed, or if broken up, allowed to remain 
and absorb in its own time—depending on the conditions present. 
It is often much better to leave it alone, as a blind eye from a 
traumatic cataract is much less trouble to the patient than an eye 
without a lens when the vision of the eye on the other side is perfect. 

dedicated 
RABIES. 


DR. W. T. McDOUGALL, Kansas City, Kansas. 


Read before the Northeast Kansas Medical Society, October 24, 1912. 








In reading this paper on rabies, it is not my intention to take 
up much of the society’s time; hence I will not attempt to go, to 
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any great extent, into the symptomology, pathology or value of 
the different methods of treatment. 


I shall confine myself to a few remarks which I believe may. ~.. 


prove of some interest to the physician, in connecfion with a 


disease which in spite of its comparative rarity, has been exten-- 


sively investigated by scientists, and has come to be widely known 
to the general public. 

This disease is one which has long been enshrouded in super- 
stition and ignorance. There yet remain a few persons who are 
skeptical concerning, or even deny the existence of rabies asa dis- 
tinct disease. The reason for this disease being so well known, is 
due without doubt to its peculiar and almost dramatic method of 


transmission; to its unusually long period of incubation; and to the_ 
violent symptoms and extreme suffering of its victims, together < 


with the inevitable fatal termination. In mortality the disease 
has played but a small part as compared with the great scourges, 
tuberculosis, small-pox, and like diseases. Every year however, 
sees a number of victims, and there is scarcely a community that 
entirely escapes the worry and anxiety on part of some one of its 
members who has been exposed to the rabies and fear its onslaught. 

The disease of rabies is of ancient origin, and accurate and 
detailed descriptions of its symptomatology have been handed down 
to us through the past centuries, carrying with them a mass of 
superstition and erroneous belief, especially as to the causation 
and treatment of the disease. ‘ 

The mad-stone is still believed in and patronized in many 
sections of the country, and it is perhaps as well, or-even better 
known to the laity, than is the pasteur treatment itseif. 

There are many who still believe in the spontaneous origin of 
the disease; that it is brought on by extreme heat, lack of water, 
atid many other causes. From this haze of superstition, ignorance 
and hear-say, we find that most people have formed for themselves 
a mental picture of this disease which, in its fanciful distortions 
and spectacular settings, is not to be equaled by that of any other 
malady. 

The disease of rabies occurs in almost all countries and there 
are but few animals not susceptible to intentional innoculations 
with the virus. Many points of similarity exist between rabies 
and other infectious diseases, and the conclusion seems unevoid- 
able, but that it is caused by a micro-organism. 

This micro-organism can be propogated in the central nerve 
tissue of living animals but not in dead ones. 

The poison has been shown always to be present during in- 
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fection, in the brain, spinal cord and nerve trunk, and in some 
animals, as the dog for instance, in the salivary glands and saliva. 
In rabbits and in man this is very seldom the case. The blood, 
cerebro-spinal fluid, or milk, seldom harbor the virus and it is a 
well established fact that the virus travels for the most part ,if 
nct exclusively, by the nerves themselves. Hence, if we wish 
successfully to innoculate an animal, the virus must be injected 
in such a way as to be certain that it will come into contact with 
injured nerve tissue, that is, injected into a large nerve trunk 
or into the brain itself. It is for this reason that when the 
virus is injected subcutaneously, the disease fails in the majority 
of cases to develop, and it is for this reason largely, that only about 
one case in eight develops the disease after being exposed through ~ 
the bite of a dog known to be rabid. This of course refers only to 
those exposures which are left untreated, and allowed to follow 
their natural sequence. 

Of the untreated, suspicious bites, that is those from animals 
only suspected of having the disease, we find that only about 
five per cent develop the rabies. This fact tends to show, I be- 
lieve,that quite a large per cent of animals suspected of being rabid 
are not really so, but are suffering from other troubles. This 
brings us to the question of how to detect rabies in the dog. 

There is a popular idea that a mad dog is a raging animal, 
with glaring red eyes and a frothing mouth, but this is seldom found 
in actual experience. In fact, a mad dog is a sick dog and one in 
which if we wish to accurately diagnose his disease, we must, as 
in other diseases, have him under observation long enough to note 
the different symptoms as they develop. I will mention just a 
few of the most characteristic symptoms of the disease as they 
appear in the dog. One of the most noticeable symptoms seen 
early in the disease is that of extreme restlessness. This may 
become so marked that he will wander away from home, his main 
object seeming to be to keep moving. During this period he seems 
to get some satisfaction in biting anything that comes his way. 
Other symptoms noted at this time are an abnormal appetite and 
some difficulty in swallowing. It is during this stage that the dog 
usually does his damage, and we are not always able at this time, 
from these symptoms, to correctly diagnose the case and distin- 
guish it from some other troubles. Following this stage appear 
the more important symptoms from a diagnostic standpoint. 
These are the appearance of convulsions of a greater or less distri- 
bution, effecting the muscles of the throat, respiration, and be- 
coming general. 
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These are followed by paralysis which almost always begins 
in the hind legs and extends upward. At this time the casual 
observer is more likely to think the animal to be suffering from an 
injury to the spine than from rabies. The paralytic type of the 
disease may be described as the early or onset of the paralytic 
symptoms, with a slight or absent stage of excitement. 

There seems an idea prevalent among many physicians that 
the best and quickest way to determine whether or not an animal 
is rabid, is to have it killed and its head shipped to some labora- 
tory for examination. This, however, is not the case. It has been 
my experience that the laboratory examination of the brain does 
not always yield satisfactory results. 

When a physician sends his material to a laboratory for ex- 
amination, he does so expecting to be told, not only when treat- 
ment is necessary, but more especially when it is not. From the 
ordinary examination we are unable to give him this latter informa- 
tion. The disease may be frequently detected in a badly de- 
composed brain but our failure to find it does not necessarily mean 
that is it not present. The point I wish to bring out here is that 
there are but two ways to determine when treatment is not neces- 
sary. The first, is to secure the animal alive and watch its symp- 
toms. The second, is to have a careful examination made of a 
well preserved brain and if it is negative, to have it controlled by 
inoculation tests. If such an examination is desired, the head of 
the animal should be secured in good condition very soon after 
it has been killed, and a small piece of the brain or spinal cord 
removed and placed in glycerin to be used for inoculation tests. 
The rest of the head or brain is then to be placed in a 1 to 2000 
bichloride solution and immediately sent for examination. 

This latter method may be objected to upon the ground that 
in some instances it would cause a loss of time. 

Before taking up the symptoms of the disease as found in 
man, I will state that while I have had considerable experience with 
the disease as it appears in animals, my observation of the disease 
as it is found in man has been confined to but a single case. While 
there are many points of similarity in the disease in both man and 
animals, I must necessarily in great measure, draw on others for 
its description. The disease presents itself in at least two clini- 
cal types—the furious or excited, and the silent or paralytic. 
In the excited or furious type, the patient usually shows some 
psychical change very early, becoming anxious and oppressed 
with a strange sensation of some impending danger. These psy- 
chical manifestations may be absent in some cases and in their 
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place may be itching and formication at the sight of the wound. 
Sometimes a strange sensation in the throat is complained of, 
with some discomfort in swallowing. Usually in a day or two 
after these prodromal symptoms, the grand symptom, hydrophobia 
presents itself. It arises from extremely painful spasms of the 
muscles of the throat and respiration, which are induced by an 
attempt to eat or more especially to drink. This progresses to 
the extent that any suggestion of the act of swallowing is suffi- 
cient in most cases to bring on an attack. 

This symptom is due to a hypersusceptibility of the nerve 
cells to an external stimulus. Later when the cells become para- 
lyzed this symptom disappears. The spasms do not long remain 
confined to the muscles of the larnyx, but soon become general 
and are usually clonic. In character they are so severe, it is said, 
that at times they have caused the rupture of a muscle. The 
mind is for most part clear, but at times there is apt to be maniacal 
seizures. 

Increased salivation is present and vomiting is a frequent 
symptom. The strange sounds produced by the spasms of the 
muscles of the throat and respiration have given rise to the popu- 
lar belief that the patient barks like a dog. Death may occur 
at this period, from convulsions, but more frequently paralysis 
develops and tends to relieve the patient from his’ suffering. It 
usually begins in the extremities and gradually extends upward 
until death is caused by paralysis of the center of respiration. 
In the paralytic type of the disease, the stage of excitement is ab- 
sent and for this reason the disease is probably oftentimes incor- 
rectly diagnosed. Here we may have as prodromal symptoms, 
high fever, vomiting, cramps and headache, and localized pains. 
In the bitten parts, paralysis then develops, accompanied with 
or preceded by pains in the effected parts. The paralysis invades 
the limbs, trunk, rectum, bladder, face, tongue and eye muscles. 
There is usually respiratory embarassment and the symptom of 
hydrophobia is not often present. Death in these types of the 
disease may not take place for seven or eight days, while in the 
former type it usually takes place on the 3rd or 4th day. 

I am going to take up just a few moments time in regard to 
the treatment. After the disease once develops there is no treat- 
ment of any value. However, in dealing with this disease, we 
fortunately have one in which the incubation period is, as a rule, 
quite long. In the majority of cases it is from 70 to 80 days, 
herice our treatment up to this time must necessarily consist in the 
producing of immunity during its long incubation period. 
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The principle upon which this production of immunity is 
carried out, is that of first modifying this virus in such a manner 
as to render it practically innocous to man. This is brought about 
by repeatedly passing the virus through another animal, usually 
the rabbit. When first transferred from the dog to the rabbit, 
the incubation period is usually about three weeks. After some 
forty or fifty passages, the incubation period is gradually shor- 
tened to about 6 or 7 days, and by no amount of further passage 
can this incubation be shortened. The incubation period is then. 
fixed as to time, hence the virus is called fixed virus. It has now 
become exceedingly virulent for the rabbit, but it is practically 
innocous to man. In some of the newer methods of treatment 
this fresh virus is injected without any modification whatsoever. 

I have had no experience in this method of treatment, although 
it has many points in its favor. The usual method of the anti- 
rabic preventative treatment consists in daily injections of an 
emulsion prepared from the spinal cord of the rabbit after it has 
died from an innoculation with fixed virus. The virus is strongest 
when the cord is fresh but by a process of drying, different strengths 
of virus are obtained, thereby enabling us to graduate the dosage 
as desired. 

There are three schemes of treatment, mild, medium and in- 
tensive, depending upon the location or severity of the bite or 
wound. The general plan however, consists of 25 injections cov- 
ing a period of 21 days. These injections contain about two and 
a half cubic centimeters of the diluted virus, which is usually sup- 
plied to the physicians each day ready for use. Its administra- 
tion is as simple as that of any other hypodermic injection. 

As to the efficiency of the Pasteur treatment, I will say that 
it is almost positive in its effect, only about one per cent of the cases 
so treated developing the disease as against 15 to 16 per cent in 
the untreated cases. 

Of this per cent of cases where the disease develops in spite of 
the treatment, the majority are due to a lack of time in which to 
produce immunity, and not often to the failure of the treatment 
itself. 
Serious ill effects of the treatment are so rare that they hard- 
ly deserve consideration. Records show that out of the admin- 
istration of one hundred and seven thousand cases of Pasteur treat- 
ment, there have been but two deaths caused by what is called 
“Treatment Paralysis.” 

The ordinary administration of treatment causes but a slight: 
reaction, the patient usually going on about his business in. the’ 
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regular way and calling daily at the physician’s office to receive 
the injection. Even children seem to stand this treatment very 
well, and the difficulties encountered are not a great deal more 
than would be expected in the administration of an equal number 
of any other kind of hypodermic injections. 

In conclusion, I will say that it is not always necessary to 
send the patient away from home for treatment. 

The local physician in attendance can easily procure the 
treatment and administer it himself. 
pvttitacl 
EPISTAXIS AS MET BY THE GENERAL PRACTITIONER. 


J. H. JOHNSON, M. D., Coffeyville, Kansas. 





Read before the Southeast Kansas Medical Society. 
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of the University of Kansas) and late Professor Eye, Ear, Nose and Throat, Western Den- 


tal College, Kansas City, Mo., Oculist Mo. Pacific, St. Louis, Iron Mountain and Southern 
Railway Companies, Oculist Good Samaritan Hospital, Coffeyville, Kansas. 


It is my purpose in this paper to briefly review epistaxis, 
taking up the etiology, symptoms, diagnosis and treatment, with 
the report of an interesting case, viewing the subject from the 
standpoint of the general practitioner, and I will endeavor to bring 
out some things which might be of use to him. 

Epistaxis, which very few people escape, is a hemorrhage from 
the nose, popularly known as nose bleed, varying from a few drops 
to a continuous flow, endangering life, coming from the anterior 
or posterior nares. The chief vessels concerned in epistaxis are 
branches from the spheno-palatine, namely, posterior nasal, which 
ramifies over the turbinated bones and sends branches to the an- 
trum and to the frontal sinus and to the ethmoidal cells. And 
naso-palatine, the artery of the septum. ‘Twigs are given to the 
upper portion of the cavity by the anterior and posterior arteries, 
while the posterior part of the nares receives some from all branches, 
from the descending palate vessel. The veins form a dense 
plexus almost resembling cavernous tissue in structure. This 
condition is especially seen over the middle and inferior turbinated 
bones and on the lower part of the septum, this vascular tissue 
is favorable to capillary oozing or diapedesis. The physician 
should as early as possible locate the cause of epistaxis, this is 
necessary, as epistaxis is frequeritly a symptom only, or may be 
an expression of a local or a general pathological condition. Epis- 
taxis may result from direct injury to the nasal structure by acci- 
dental or operative traumatism. Examples of accidental trau- 
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matism are blows, picking or scratching the nose. Operative 
epistaxis may be the result of the removal of new growths, parts 
of the turbinates or septum, probing in the nose, using a probe in 
the nasal duct, or from sloughs following cautery operations. 
Hemorrhage from the nose may also result from seriously jarring 
the head by falls or blows, or from fracture involving the base of 
the skull. Epistaxis may be caused from ulceration of the nasal 
mucus membrane from tuberculosis, syphillis, typhoid fever, 
diphtheria or the presence of foreign bodies. If the ulceration of 
the nose be near the junction of the anterior cartilage of the sep- 
tum with the skin and just within the vestibule, epistaxis is more 
apt to occur. Varicosity of the veins of the nasal mucosa may some- 
times be recognized as the cause of epistaxis. Some of the other 
causes are, acute and chronic rhinitis, telangiectasis, nasal tumors 
and adenoids. In growing children especially at the age of puberty, 
epistaxis is more apt to occur, and more frequent in children liv- 
ing in heated compartments. Poorly ventilated school rooms 
is undoubtedly responsible for many cases of recurrent nose bleed. 

Epistaxis is thought by some to be hereditary, but this might 
be the result of an inherited predisposition. This is manifested 
by the frequency of epistaxis in the delicate and rheumatic rather 
in the strong and vigorous. Blood diseases such as leukemia, 
chlorosis, purpura, scorbutus, (scurvy), hemophilia, syphillis, 
pernicious anemia, and all forms of chronic anemias, or extreme 
plethora will be favorable to epistaxis. Hyperaemia from cardiac 
or vascular lesions, obstruction to the return of the blood from 
the head, as in tumors pressing on the viens of the neck, produces 
epistaxis, as does arteriosclerosis, chronic interstitial nephritis 
(Brights disease), cirrhosishepatis and hepatic disorders, result- 
ing from malaria poison, stasis from lung lesions, and multiple 
telangiectasis of skin and mucus membranes. Two important heart 
lesions as etilogical factors, are valvular and cardiac hypertrophy. 
Epistaxis not infrequently occurs in the onset of certain fevers as 
typhoid and malarial fevers, also in diphtheria, scarlet fever, 
variola, measles and especially in the hemorrhagic form of all the 
eruptive fevers. The etiology of spontaneous hemorrhage from 
the nose of the new born is obscure, but is considered to be caused 
by hereditary syphilis. Epistaxis in women may occur as the re- 
sult of pregnancy, and vicarious epistaxis in suppression of the 
menses has been reported‘ and also nasal vicarious menstration, 
(so-called), has appeared at about the time of the menses, and said 
to be brought on by certain psychological impressions. Suppres- 
sion of the urine and sweat, obstinate constipation, cold extremi- 
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ties, mental excitement, violent exercise, severe vomiting, and 
violent respiratory acts, like strangling or coughing, (as during 
severe paroxysms of pertussis) and sneezing, are causes of epis- 
taxes, ordinary gymnastic exercises have produced post-operative 
nasal hemorrhage. In balloon ascensions and mountain climbing 
it is a common event, (the rarified atmosphere being the cause), 
to have epistaxis. 

The symptoms of epistaxis are as a rule simple and easy made 
out. A frequent prodromal symptom. is a sense of fullness or pain 
in the head, which is relieved by the bleeding, common in children, 
especially boys; from four to twelve years of age, seldom seen 
earlier, and as it frequently takes place during the sleep, the symp- 
toms may be obscure by the child swallowing the blood and later 
vomiting thesame. In doubtful cases an inspection of the pharynx 
reveals the presence of blood-clots. The hemorrhage may origi- 
nate from any part of the nasal fossa, most frequently from the 
vessels of the septum, usually from the anterior nares, and usually 
from one nostril coming slowly by drops. The hemorrhage seems 
to come in some cases from the ethmoidal veins, and possibly 
from other sinuses. The amount of blood lost is usually small 
but may be large, and generally ceases spontaneously in ten or 
twenty minutes. 

The diagnosis of epistaxis is readily made except where the 
bleeding has occurred from the posterior nares during the sleep 
and trickled into the pharynx and swallowed. If vomited, it 
may be taken for hematemesis, if coughed up it may be confused 
with hemoptysis. It must be born in mind, before a diagnosis 
of hemorrhagic disease is made in the new born, that the source 
of the blood found in the vomit or feces is not from a fissured nip- 
ple or blood from the nose which had been swallowed. 

To say that a man has epistaxis is no more scientific than to 
say that he has a fever. Hemorrhage from the nose is a symptom 
only, and to make a complete diagnosis, the physician must ans- 
wer to himself at least, what is the cause of this symptom? Is 
it due to traumatism, ulceration, vericosity, acute or chronic 
rhinitis, tumors, poor air, a state of the blood, condition of the 
heart, lungs, liver, kidneys and blood vessels, beginning of certain 
infectious fevers? Do not over look the causative constitutional 
condition. In haemophilia the mucus membrane of the nose 
ranks first from which bleeding arises, but is not a frequent feature 
in the hemorrhages of the new-born. When spontaneously oc- 
curring in the new-born it indicates hereditary syphilis. Idio- 
pathic nose-bleed in elderly individuals is most frequently a symp- 
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tom of contracted kidney or of arteriosclerosis and should not be 
passed over lightly, also look for valvular defects of the heart in 
habitual nose bleed, ‘‘It is stated sometimes to precede or to in- 
dicate a liability of apoplexy.” 

The prognosis in the majority of cases of epistaxis is favorable 
as the hemorrhage is usually trivial in character. The so-called 
idiopathic cases are not serious as a rule, and death is rare. The 
longer the bleeding keeps up the greater the tendency to stop 
spontaneously. The amount of blood varies, but usually stops 
short of danger, and ordinarily does not effect the prognosis in | 
infectious diseases unless severe. If late in the disease it is always 
a bad sign, especially in diphtheria. Other than a tentative prog- 
nosis should not be made until the cause of the epistaxis has been 
ascertained. Infants are in the foot of the scale of tolerance, while 
pregnant and parturient women are at the top of the scale. 
From the loss of only four ounces of blood or less, infants have 
been known to die. 

The methods of treatment of epistaxis may be divided into 
three classes, simple, medical and surgical. 

The popular domestic remedies are, holding the arms above 
the head, applying ice te the back of the neck and head, or to the 
nose, and cold and hot water nasal douche. Compression of the 
nose between’ the thumb and finger is an effective means. The 
physician should first see that all tight clothing or bands about 
the neck are loosened. By momentary application of cold to the 
face, but more particularly to the cervical and dorsal spine, bleed- 
ing can often be arrested by the reflex action. The use of ice in 
the mouth will produce this same reflex action on the capillary 
vessels of the nose. 

Drugs are used in two ways, the local for the astringent or 
cautery effect, and the systemic for the purpose of lowering the 
blood pressure, by depressing the heart or widening the blood 
paths, also to increase the coagulability of the blood. Some of the 
astringent and other remedies are zinc, alum, tannin, tincture of 
perchloride of iron, diluted with ice water, gallic acid, powdered 
matiss brown, adrenalin, inhalation of carbonic acid gas, solution 
of gelatine, injection solution of antipyrin, injection Carmot’s 
solution of salt and gelatine, hydrogen peroxide, and sub-sulphate 
of iron. The sub-sulphate of iron would be used more frequently 
if it were not for making a disgusting clotty, adherent mass. The 
adrenalin solution is the most powerful known astringent and 
hemostatic. The drugs that are generally used forfcautery in 
hemorrhage in the nose are chromic acid, and silver nitrate fused 
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on a probe. Phenol or beech creosote is used for this purpose. 
Cauterization is especially indicated for the permanent cure of 
varicose areas. 

Many drugs are given internally to increase the coagulability 
of the blood. Calcium chloride is recommended as our most effec- 
tive drug in increasing the clotting power of the blood. Wilson 
cites a case of post-operative hemorrhage four days after removing 
the middle turbinate, and a small spur from the septum, under 
cocaine and adrenalin chloride. He administered forty grains of 
calcium chloride daily and credits the calcium chloride with the 
successful results of the case. 

Schiffers of Liege reports two cases of recurring epistaxis, 
which he was able to control by R. E. Wile’s technique namely, 
the injection of about 10 cc. of fresh normal human or animal 
serum, which Leary says is the best and can be used two hours 
_after drawing. If not at hand diphtheria antitoxin may be used 
for this purpose. 

In recurring epistaxis, it is the physicians duty to remove 
the predisposition if possible, sometimes this is accomplished by 
tonic treatment, outdoor exercise, use of cold baths, friction 
and proper food to tone up the vascular system. 

In obstinate epistaxis apply pressure to point of bleeding if 
possible. 

Following cases of severe epistaxis, the patient should be placed 
in a room of nearly equable temperature, free from draughts, and 
night and day should be kept quiet in bed for one week or ten days. 

Epistaxis is such at times that the general practitioner must 
resort to packing, this is usually done by packing the nose with 
strips of sterile gauze, or after a soft catheter has been run through 
the nares to the pharynx, it is grasped with a long forcep and pulled 
forward through the mouth and a strong cord which has been tied 
to a bunch of sterile cotton, is tied to the catheter. The catheter 
and string is pulled through the nose and the cotton is engaged 
and pulled tight into the posterior nares, then the anterior nares 
is plugged and the posterior plug is anchored to the anterior plug 
and nose. As early as about 1890, A. A. Philip of Belfast, recom- 
mended the insertion of a piece of old soft thin cotton, oiled silk or 
even a piece of an old handkerchief, umbrella fashion, then fill 
this sack with cottonwool. He used this method in order to over- 
come the difficulty of removing an ordinary pack. 

Glasselberry, about five years ago, originated an improve- 
ment over the Philip method, by using a rubber finger used in the 
same manner as the cloth-sack of Philip, and since he first began 
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using the finger he has improved it by having the finger made club 
shape, to facilitate packing the posterior nares. This packing can 
be easily be removed by removing the packing from inside of the 
finger, the rubber finger then collapses, and is removed easily 
without injury to the tissues. 

One of the best tampons for hemorrhage in the anterior nares 
is the Sympsom splint, made of Bernay’s sponge, which when 
moistened swells to eight times its size, and exerts sufficient 
pressure to control hemorrhage. 

While using or not using a plug Mulford’s method is used. 
This method consists in the subcutaneous injection of adrenalin 
extract into the arterial supply at the nearest accessable point to 
the bleeding area, making the injection directly into the artery or 
indirectly through the tissue surrounding the artery. The in- 
going flow of blood carries the solution directly into the leaking 
area, thus obtaining a more effective constringent effect, and al- 
most at once the hemorrhages ceases. 

Where the epistaxis is severe and conditions call for rapid and 
radical means, the direct transfusion of blood may be undertaken. 
Where the patients constitution is strong, the saline solution can 
be used subcutaneously and intervenously with good results. 

I will now report a case of epistaxis which will be of interest 
to the general practitioner. 

On August 2, 1910, at about 9 A. M. Dr. S. J. Dobson of Edna, 
Kansas, called me by phone, and asked me to come at once to Edna, 
that he had a case of severe nose bleed. I told him to pack the nose 
at once both behind and in front, he promptly informed me that 
he and Dr. Thomas had already done so, but that about every three 
hours it would break loose, and he was fearful that one or two more 
spells such as he had had would finish him. There being no train 
at that hour of the day it was necessary for me to go in an auto- 
mobile, about twenty miles, arriving there after fixing a bursted 
tire on the way, we arrived at the farm house, where I found Dr. 
Dobson with the patient. The man about fifty years of age, was 
in bed, looked pale and was a little nervous, his pulse was good, 
temperature normal. ‘The hemorrhage, Drs. Dobson & Thomas 
had under control when I arrived, but they stated that it had been 
breaking loose about every three hours, and they were afraid that 
it might get beyond their control, so decided to call me in the case 
to help them out. I inquired into the history of the case, and found 
that Mr. T., had one week before, while taking apart a selfbinder, 
released a spring, which threw a cross bar against his nose, causing 
it to bleed just a little. He did not think much about it at the time 
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as the hemorrhage was light, did not consult a doctor, did not think 
that it amounted to anything. So continued his work, pitching 
hay in the field, and worked for seven days when in a mood of 
hilarity, he leaped over a fence, but after lighting on the ground 
his nose began to bleed, and continued to bleed for about three 
hours, when Dr. Dobson was called in haste, and when he arrived 
the case was so serious that he had Dr. Thomas called to assist 
him. They at once packed the anterior and posterior nares, this 
seemed for a time to control the hemorrhage, it being so serious, 
Dr. Dobson remained all night with the patient, and he found that 
about every three hours it would break loose again. The next 
morning they called me. When I first examined Mr. T. I found 
that the doctors had packed the nose as secure as any one could 
pack it. I carefully removed the anterior packing, the nose did 
not bleed. I did not remove the posterior plug, but replaced the 
anterior one, but before doing so I observed that the septum of 
the nose was broken. 

On account of the gravity of the case, we decided to take the 
patient to Coffeyville, and place him in a hospital, where we could 
give him better attention, this was done on the following day, 
the patient standing the trip well. After entering the hospital 
he rested well for a few hours, when I was called to the hospital 
in haste, they told me that my patient was having a frightful hem- 
orrhage. I repacked the nose, the patient was frightened and 
a little nervous, but considering the gravity of the case he was 
behaving remarkably well. This last hemorrhage happened forty- 
eight hours after the first hemorrhage, and at the time when the 
plugs should have been removed. 

At eight p. m. I called, found my patient resting well, pulse 
90, temperature 100. At one-thirty a. m., was called, the nurse 
informing me that my patient was having another hemorrhage. 
I found that it had broken loose in the anterior nares, that the pack 
was pushed out by the clots of blood. With the replacing of the 
pack, the hemorrhage was controlled. The patient continued to 
relish a raw egg in a glass of milk, which had been ordered when 
he first entered the hospital to be taken every three hours. On 
the fifth day the hemorrhage seemed to have ceased, the patients’ 
temperature was normal, pulse normal, and was taking his nourish- 
ment regularly, but the packs was beginning to become foul and 
smell badly, but as the temperature and pulse was normal I decided 
to wait until the sixth day to remove the packs. 

On the sixth day I removed the anterior plug, and inspected 
the anterior nares, and observing a marked pulsation as though 
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a large artery was near at hand, decided to watch my patient for 
a while before removing the posterior pack. There was no manifes- 
tation of hemorrhage for two hours, when I went upstairs into the 
operating room and had been there but a few minutes, when the 
nurse came up and reported that my patient was having an awful 
hemorrhage. Dr. Surber of Independence was in the operating 
room at the time, I invited him down to see the case, the packing 
was soon in and the hemorrhage controlled. I was anxious for 
any help that I could get, and asked the doctor for suggestions. 
He had nothing new to suggest, and agreed with me that I had a 
desperate case of hemorrhage from the nose. After this last 
hemorrhage the temperature run up to 101, pulse 100, patient dis- 
couraged and refused to take nourishment. On the next day, 
(the seventh day) he called in his relatives, bade them good-bye, 
telling them that he was going to die. The patient complained 
that he could not breathe, that his heart was bad, he insisted on 
sitting up in bed, in order to breathe. His pulse went down to 
80, temperature normal, his bad breathing was due to the lack of 
oxygen, from the comtamination of the air from the pack. 

On the eighth day I went to the hospital intending to remove 
the pack, but found my patient up in arms at the suggestion, said 
that if I insisted on removing the packs he would pay me off. 
When I made the examination of the chart I found the temperature 
99, pulse 80, that he had taken his nourishment and rested well 
during the night, I told him that it would not be necessary to re- 
move the packs at that time. The odor was something fierce and 
was so contaminating the air, that my patient was suffering for 
the want of oxygen, and insisted that he was having a bad heart. 
The following morning the 9th day, I found his temperature nor- 
mal, that he had rested well, but said that it was necessary for him 
to sit up in bed in order to breathe. He was tolerating the toxines 
well and I decided to wait until the next day, and told the nurse 
to continue to watch for any manifestations of blood poison. 

The tenth day the temperature and pulse were normal, I 
decided that the plugs must come out, and called Dr. Fred Duncan 
to be present while removing them. 

I first cut the anterior plug loose and removed it, there was 
no sign of hemorrhage, then I proceeded cautiously with the re- 
moval of the posterior plug, there was no hemorrhage following its 
removal, but the odor was in the extreme. After the removal of 
the plugs we irrigated the nose and the upper pharynx with a warm 
normal salt solution and continued this three times a day for three 
days, the patient breathing was free and easy. The plugs had 
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acted as splints to the broken septum which was straight and in 
place. 

In the treatment of the case, with the exception of the salt 
solution, there were no drugs indicated, and none used. After 
the patient left the hospital I did not see him, but his son wrote 
me later that he was feeling good, and as strong as ever. 

CONCLUSION. 

1. The importance of the etiology of epistaxis. 

2. The conditions that produce intracranial congestion or 
hyperaemia are favorable to epistaxis. 

3. Patients predisposed to epistaxis should not go to high 
altitudes. 

1. Epistaxis is a symptom rather than a disease. 
5. That the prognosis of epistaxis should be guarded. 
6. That infants can stand less loss of blood per body weight, 


than at any other age. 
7. That pregnant and parturient women can stand the grea- 


test amount of loss of blood per body weight. 
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A PLEA FOR UNIFORMITY IN DRUG STANDARDS AND FOR 
UNIFORM REQUIREMENTS IN DISPENSIING. 


L. E. SAYRE, Lawrence, Kansas. 





Chairman Committee of Drug Reform, American Pharmaceutical Association. 


In a contribution to this Journal, page 444, of November, 
1912, matters of Pharmaceutical and Medical Ethics are dis- 
cussed, which deserve the attention of both professions referred to. 
Since this contribution alludes to my enthusiasm in advocating 
an address of Mr. G. P. Engelhard, delivered at the last meeting 
of the Pharmaceutical Association,* it may not be out of place for 
me to present to the readers of this Journal some of the reasons 
for this enthusiasm. 


*Stenographic report of this address was published in the Proceedings of 
the Kansas Pharmaceutical Association, 1912. 
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That part of Mr. Engelhard’s address which especially com- 
mended itself to me was the appeal he made to the members of the 
Association, and to the profession at large; for the attainment of 
a spirit of self-respect, which meant, among other things, a re- 
monstrance against the inordinate commercialism which the medi- 
cal and pharmaceutical professions have complained of. The bar- 
tering with physicians for their prescriptions on the percentage 
basis, for example, is as reprehensible as the ‘dividing of fees.’ 
This evil of trafficking in prescriptions has been complained of, 
especially on the Pacific Coast. Professor Searby of California 
reported at one of the meetings of the A. Ph. A., that the prac- 
tice had there become especially detrimental to both professions. 
All such practices are to be denounced, of course, as being in line 
of rank commercialism, and if a proper spirit of self-respect were 
attained in both professions such evils would gradually disappear. 
I take it for granted that my enthusiastic attitude toward pro- 
fessional self-respect should need no defense, however inappro- 
priately I may have expressed it. 

Mr. Engelhard’s extemporaneous address was in a large mea- 
sure based upon my report to the Association as Chairman of the 
National Committee on Drug Reform which called attention to 
the numerous loop-holes for the introduction of adulterated and 
sub-standard medicines—through the medium of the itinerant 
vendor, the mail-order doctor and the dispensing doctor who was 
practically violating both the Pharmacy law and the Food and 
Drugs law. It was stated that it was not sufficient to close our 
ports of entry against the introduction of adulterated drugs, but 
to close up all the avenues for their distribution—this can only 
be done by the united efforts of both professions vitally inter- 
ested. 

My connection with the administration of the Food and 
Drugs Law and with the Revision Committee of the United States 
Pharmacopoeia has intensified my interest in the above problem. 
It is because of this inevitable interest, I presume, that the Na- 
tional Association has insisted on my chairmanship for three years 
of the above Committee whose work for the past few years has met 
with the approval of physicians and pharmacists. 

Last year this Committee laid emphasis upon the subject 
of uniform administration of drug laws, and to the question of 
uniform purity and quality of drugs and their preparations. If 
what is prohibited within a state is permitted beyond its borders, 
the statutes of prohibition become not only inefficient, but most 
useless. If what is prohibited within a drug store is permitted in 
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a physician’s dispensary, the law likewise becomes measurably 
inoperative as far as the public is concerned. 

That the evil referred to is no theory is proven by the fact 
that in different states the evil has been exposed. At the last 
meeting of the New York Pharmaceutical Association, Mr. Roemer 
asserted that examination of some of the medicines purchased by 
physicians who dispensed their own medicines have shown, for 
example, that heroin tablets without heroin, morphine tablets 
without morphine and terpin hydrate elixir without terpin hydrate 
were dispensed. The American Druggist, commenting upon this, 
says: “The physician who dispenses such preparation for his 
patients places himself in an awkward predicament from a moral 
point of view, though the law makes no provision under which 
he can be reached. If he really thinks that his patient should have 
heroin tablets he should either give the patient tablets of the pro- 
per strength or write a prescription for them and let the patient 
purchase them himself. If he does not think the question of 
quality of the drug he dispenses of any consequences it would be 
more honest for him to announce himself as a Christian Science 
healer and give his patients “absent treatment’.”’ 

The editor further says: ‘‘Some physicians would, of course, 
object to any sort of legal restriction of their action, but we feel 
confident that the leaders in the medical profession, the officers 
of the state medical societies, and physicians having broad views 
would not object to any legislation which would safeguard 
the public interest by providing means for subjecting the drugs 
dispensed by physicians to the same rigorous supervision which 
is exercised over drugs dispensed by pharmacists. Indeed, all 
physicians should welcome the proposed supervision of the quality 
of drugs dispensed by them as a means of checking those unscrupu- 
lous dealers who now foist on the medical profession inferior drugs 
without any hesitancy, because they know that their goods are 
practically immune from the censorship of the Food and Drug 
authorities.”’ io 

In our own state one of these dispensing doctors who indulged 
also in “home treatment” said to me. ‘‘I don’t care a —— for the 
U. S. P. and its standards. I judge a preparation by its clinical 
results.”” This edifying remark was the reply he gave after I in- 
formed him that the Fluid Extract of Belladonna he was using 
was about sixty per cent of standard strength. Another one of 
the members of this class imprudently was merchandizing certain 
remedial agents and, as a result, unfortunately exposed his wares 
to seizure by a Kansas inspector. Analysis in one case showed a 
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twenty per cent adulteration. In reply to our letter to him sta- 
ting the above fact he makes the following statement in the letter 
which I have before me‘: ‘The sample of ——-—which was taken 
and sent to you for inspection, was one which I had used in my 
practice in a special case where I wanted it. I had used it in my 


‘own practice for filling my prescriptions but had put it on the 


shelves with other medicines as I am handling the medicines my- 
self. I was under the impression that the medicines I prescribed 
I could place them on the shelves,”’ etc. 

This work of the committee to check at least irresponsible 
dispensing I may say has met in the main with cordial approval 
from some members of the medical profession. It is true we have 
had some criticsm from some who are not fully informed. Crit- 
ics have made the accusation that the committee is attempting 
to create a monoply for druggists as dispensers but the absurdity 
of the criticism is apparent to any one who is familiar with the 
committee’s work. For myself, I wish to disclaim any such sinis- 
ter motive. The resolutions passed by the association do not 
propose that physicians shall send prescriptions to the druggist, 
but simply ask that a record be made of their treatment. It may 
be said in favor of a prescription record, that this appeals to me 
very strongly as I have had occasion in the drug laboratory to 
note most unpleasant and complicated conditions arising from the 
failure of dispensing physicians to make any record of treatment. 
The only record of treatment, where suspicion has been aroused, 
was the medicine collected in the sick room remaining unused— 
this was the only available record. I believe it would be to the 
advantage of every physician, except of course in the treatment 
of minor ailments, to in this way, protect himself. Let me say 
in passing, it goes without saying that when a pharmacist assumes 
the practice of masquerading as a diagnostician and prescriber, 
he is not only grossly violating a well established ethical rule, but 
is guilty of a misdemeanor and violating the law of self-respect 
above referred to. 

Others have stated that the work of the committee is an im- 
pudent attempt of the pharmacist to interfere with the inherent 
rights of the physician. Nothing is further from the truth. To 
persuade dispensing physicians to write and file (somewhere) the 
prescriptions of. medicines they dispense would not, I believe, 
benefit the pharmacist in the least. 

I certainly would assert that it would be folly for pharma- 
cists to antagonize physicians by urging such a practice until it 
is first endorsed by the medical profession and backed by the pub- 
lic. 
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One of the most difficult criticisms the committee has had to 
meet comes from prominent men in the pharmaceutical profes- 
sion and in the Association. They say, in substance, the drug- 
gists are to blame for conditions which have brought into exis- 
tance the dispensing doctor, Says one of these pharmacists: 
‘‘How many stores in the state of Kansas, for example, are legally 
conducted or fitted for compounding and dispensing? Are there 
not many small towns with two or three drug stores and not one 
of them able to perform the simplest operation in pharmacy in 
the proper manner?’ This remark is food for thought for serious 
pharmacists and for the examining board of the state of Kansas, 
which is operating under an almost obsolete law because it re- 
quires such a low standard of education. I may be permitted to 
say that the Board of Pharmacy is aware of this and deplores the 
situation as much as I do myself, and thus it is to be hoped that 
at the next session of the legislature the Board will be permitted 
to raise its standard of pharmaceutical examinations. Let me 
add that if conditions of irresponsible dispensing in the ranks of 
the druggists are thus deplorable, then it is all the more urgent 
that the public correct these conditions. To permit them to ex- 
ist and operate through these seemingly favored in the medical 
profession is to increase the number of law breakers instead of 
diminishing them. What the public may recognize as violation 
of the law in the ranks of the pharmacist, it certainly will not 
condone in the ranks of the physician. The committee on drug 
reform has had no attack to make upon any class. Its assault 
has been against reprehensible practice, a practice that furnishes 
a loophole for the evasion of the Food and Drugs Law as well as 
an opportunity to elude the application of the pharmacy laws of 
the different states. To combat the above conditions, reputable 
manufacturers, pharmacists and physicians should join the pub- 
lic in any efforts any committee of reform should put forth. I 
believe that when reputable physicians clearly understand and 
face the problem as I understand it, they will join with me and 
with other members of the Association in their aspiration for 
higher pharmacy such as is compatible with the highest ethics. 
In this work it requires persistence, patience and good natured 
effort to bring the desired end about. ; 

There are many problems which the committee of Drug Re- 
form has had to face, but this one above mentioned has been sin- 
gled out recently for present work. If I may be permitted to pre- 
sent the problem of the dispensing doctor as it appears to me, I 
shall be glad to attempt this in a logical order. 
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Possible Advantages to the Public.—Dispensing by physicians 
has in some instances advantages to the public. First, medicine 
is immediately available. There is no question but that all gen- 
eral practitioners should carry with them certain emergency medi- 
cines and where no pharmacists are within reasonable distance, 
physicians are justified in carrying such medicines as they may 
wish to use. Second, the physician may assure himself that his 
medicines are of standard quality or prepared as he wishes, but he 
is in no better position than the pharmacist would be without in- 
spection. Third, the item of cost of the medicine to the public 
may be lessened. 

Possible Disadvantages to the Public.—First, without consider- 
ing the mail-order doctor and the quack advertising physician, a 
great evil results to the public from the very limited materia medica 
that is a corollary with dispensing by physicians. The dispensing 
physician abstains from the use of the great majority of drugs and 
medicines of our official standard as well as from the more recent 
discoveries in materia medica because he cannot afford to keep in 
stock and give away these very numerous and more or less expen- 
sive medicines. The average stock of the dispensing physician 
consist of (1) compressed tablets, coated tablets, pills; (2) prepared © 
elixirs, syrups and compounds; (3) proprietary medicines; (4) 
a small amount of U. S. P. and N. F. preparations. Second, an 
evil results ofttimes through the distribution of an inferior grade 
of medicines by dispensing physicians. He often buys medicines 
at tempting figures and he is not in a position to have their quality 
corrected as is the druggist who is under the constant surveillance 
of the drug inspector. Third, it has been asserted that the pub- 
lic is endangered because the dispensing physician assumes the 
entire responsibility regarding the treatment of the patient with 
no one to aid in checking up the agents employed. The privilege 
to diagnose and prescribe, to dispense and to write the death cer- 
tificate has been stated by many as placing too great a responsi- 
bility upon one person. 

Disadvantages to Pharmacists.— Dispensing by physicians is a 
matter of seriousness to pharmacists because it lessens his sale of 
drugs and medicines. It deprives him also of his opportunity for 
using the skill and knowledge required of him by law, thus reduces 
his professional attributes and lowers the tone of his vocation. 
With a good prescription business there is less tendency on the part 
of a pharmacist to introduce foreign side-lines and to make a junk 
shop of his store, but a decided tendency to improve the charac- 
ter of his medicines, his methods of compounding, his usefulness 
to the physician. 
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Disadvantages to the Medical Profession.—This practice tends 
to lower the ethics of medicine, to commercialize the profession of 
medicine, and possibly to lessen the prompt and proper cure of 
diseases. 

Disadvantages to the Dispensing Physician Himself.—The dis- 
pensing physician often fails to realize the increased practice that 
he expected from furnishing his own medicines, and indeed often 
fails to receive an adequate return from his capital invested in 
medicine. It has been stated that not only may he fail to receive 
a dividend from his investment but he may not sufficiently increase 
his income to pay for the constant renewal of his stock. Many 
of them have found they were spending from $50.00 to $1000.00 
a year for medicine without increase in their income over their 
neighbor who prescribed and spent nothing for medicine. 

How Ought the Public to be Concerned?—The public should 
be concerned, first, in that all medicines should be of uniformly 
good quality; second, in that all dispensers of medicine should be 
qualified to dispense; third, in that there should be at least two 
persons concerned, one to diagnose and prescribe, and one to com- 
pound and dispense, the one thus checking the other. 

Personal Opinions as to the Methods of Correcting the Evil.— 
First, I consider thé personal work by the individual pharmacist 
with the physicians contributory to his store is the most effective 
way of curbing the practice. This has been urged by Professor 
Puckner, Chemist for the American Medical Association. In 
Chicago, dispensing by physicians appears to be not increasing, 
but rather decreasing. With the National Retail Druggist’s As- 
sociation propoganda for the use of the U. S. P. and N. F. prepara- 
tions, the dispensing physician has in some instances been induced 
to discontinue dispensing. ‘‘This personal work can be effec-” 
tually performed by every pharmacist right at home without any 
fuss or flurry,’ says one of the members of this Committee. 

Secondly, I believe that if our laws were so amended in ac- 
cord with the proposed Pennsylvania Pharmacy Law, it would be 
of much value to the public, viz., the Pennsylvania law proposes 
that physicians who dispense to bona fide patients, drugs and medi- 
cines, such drugs and medicines shall conform to the legal standards. 
The law also provides for the inspection of any place where drugs. 
are compounded, dispensed or sold. Mr. Haines of Kansas sug- 
gests that every dispenser of medicine should be a registered phar- 
macist. I may say in passing, I am informed on reliable authority 
that as low as the standards are in our board examinations, over 
90 per cent of physicians applying for examination and regis- 
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tration have thus far failed in passing the examinations. As an 
advisory member of the Board of Health, I have urged, what 
I consider to be fair administration to the public and to both pro- 
fessions, ‘the following: ‘‘That every dispensing doctor per- 
forming the functions of a pharmacist should have his stock to 
meet the requirements of the legal standards and his stock should 
be open to inspection the same as in drug stores.” 

The committee on Drug Reform this year hopes to obtain from 
the medical profession their attitude upon this question. So far 
it has only met with discouragement on the part of some physi- 
cians, but this Committee is still loathe to believe that this can be 
the sentiment of the medical profession at large. 

It is to be hoped that at the next meeting of the Kansas Phar- 
maceutical Association which will meet in Lawrence, that some 
representative physician will be invited to give an address as a 
guest of the Association, just as Mr. Engelhard was invited last 
year as representing the editorial profession. It will be very 
gratifying if the speaker will take up this matter and discuss it 
freely and fearlessly and will handle it from the highest plane of 
professional ethics as this is a matter in which we are all interested. 

It would be extremely desirable if representative physicians 
and pharmacists should 'get together’ occasionally—even if they 
do strike fire. One thing is possible as a result. It would dispel 
the idea that one is traitor to the other. On the contrary they 
would find they are working toward the same end. By united 
effort many abuses might be corrected in the pharmaceutical 
class and possibly some in its sister profession. 

FRR ROE 

The cystoscope and a rectal examination offer the most exact 
means of determining the size of the prostate. One cannot but 
believe that measuring devices are the inventions of men possess- 
ing but slight acquaintance with the cvstoscope.—American Jour- 
nal Dermatology. 


—_—Q-—_— 


For the removal of a stone, tumor or foreign body from an 
uninfected or mildly infected bladder, transperitoneal cystotomy 
is preferable to the supra-pubic infraperitoneal route, in that the 
bladder can be sutured where it is covered with serosa without 
subsequent leakage. With proper technic, including protection of 
the abdominal wound and the intra-abdominal field by packings, 
one need not fear peritonitis or wound infection. Ohio State 
Medical Journal. 
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EDITORIAL 


GREETINGS. 

A Merry Christmas and Happy New Year to all. May the fu- 

ture hold in your store health, happiness, peace and contentment. 
EMRE 

Dr. Chas. S. Huffman of Columbus, our genial secretary, 
was re-elected State Senator. The voters of his district evidently 
realize his worth. To be sure the medical profession of the state 
rejoices at his re-election. 





























Oo—-— 

The following from an address before the State Teachers As- 
sociation of Massachusetts by Flavel S. Luther, president of 
Trinity College: 

The public is an ‘easy mark’ because school teachers have convinced 
them that the schools are giving all they ought in education. Let’s teach 
more than twenty-five hours a week. Let’s have our schools going a larger 
part of the year. Let’s make children take school life more seriously than 


we have formerly. Let’s be alittle more in earnest. It is preposterous 
that we take so much vacation.” 


This view held by many educators is entirely wrong. Especial- 
ly is it so concerning children under or about the age of 15 years. 
This idea of developing the mind at the expense of the body is 
not right and the sooner teachers are made to realize this fact the 
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better ‘‘grown-ups”’ we will have. How many times we have seen 
an unusually bright child encouraged and urged to greater accom- 
plishments in the school-room and in music and other things that 
require a great deal of application, come to the nervous break- 
down period and in most cases never permanently recover. The 
theory of more school may be alright but its application is all 
wrong. Children need and must have an adequate education, 
but when it interferes with bodily development, the limit has 
been’reached. 





Pane 

At the November election in Kansas the vote for Governor 
was so close that as yet (Dec. Ist.) neither candidate has been given 
the certificate of election. 

However, Mr. Geo. H. Hodges the Democratic nominee has a 
small majority on the official count and only a temporary restrain- 
ing order from the supreme court prevents him from receiving the 
certificate of election. The medical profession of the state must 
feel a sense of gratification at the election of Mr. Hodges, for it is 
a certainty that had they supported the Republican nominee the 
result would have been reversed. 

Mr. Capper the Republican nominee couid have received the 
support that was given to his opponent (as a large majority of the 
physicians of the state are Republicans), had he not turned his 
back to the profession and aligned himself with quacks and ir- 
regulars. Of course his idea must have been that the medical 
profession of the state was ‘“‘mighty small potatoes’’ with little 
or no political influence (for had they not been kicked and buffeted 
about for years and years, meekly submitting to every insult), 
and he could very well do with or without their support. He would 
probably have been right in his calculations had his majority been 
in excess of 5000, but with a majority against him and that less 
than 100 it is plain to see that the medical profession did have a 
hand in his undoing. Now as to Mr. Hodges we can expect fair 
treatment at his hands. Our state has few enough laws for the 
protection of its people from the spread of disease and the practice 
and graft of quacks and charlatans and to have a Governor who will 
lend his hand to a just application of the laws, means a great 
deal. The medical profession has not one selfish motive in taking 
part in the political game. Its desire is to prevent and cure 
disease and if it takes politics as one step to attain this object then 
its politics we will have. 

Mr. Hodges we welcome you to the Governors chair, and may 
your efforts for rightousness be crowned with the success that is 
their due. 
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Are the physicians doing all possible, as a profession, to pre- 
vent the spread of contagious diseases in Kansas? No! we are not! 
This conclusion is reached after a personal conference with more 
than sixty city and county health officers, and over twenty per 
cent of the physicians in more than sixty counties in the state. 
The writer had an opportunity to nete the conditions while mak- 
ing a study of tuberculosis for the State Board of Health. We 
are not doing all that we can. The enforcement of the quarantine 
laws are very lax generally, throughout the state, and there is not 
the harmony that should exist between the profession and the 
health officers. That the present laws are inadequate, are merely 
patched up and not explicit, no one denies. All are quite agreed 
that our quarantine laws should be re-written to conform to our 
present understanding of sanitation, but until the legislature deems 
it necessary to change them, we are duty bound to enforce the 
laws as they are. We should not be careless in establishing a 
rigid quarantine in every case of disease dangerous to public 
health, and should see that not only the letter but the spirit of the 
law is obeyed. 

Our present laws require the medical attendant to make the 
diagnosis and establish the quarantine. He shall then report in 
writing to the nearest Board of Health. In cities the City Health 
Officer receives the report but it is the County Health Officer in 
the country districts. The health officer must assist the medical 
attendant during the course of the disease, and must be notified 
at its termination so he may raise the quarantine and see that the 
premises are properly fumigated. He may delegate the power to 
fumigate to any competent party however, but he is the only one 
that can legally raise a quarantine. He is not, as many believe, 
the diagnostician, but is merely the adviser of the Board of Health 
of the community. 

The fact, that in the opinion of the doctor, the health officer 
is incompetent or the laws unjust, does not license carelessness. 
The work of the health officer at best is far from pleasant, but for 
all that, he must enforce all the laws and regulations pertaining to 
public health, no matter who is offended or incovenienced. He 
deserves and should have the hearty co-operation of every physi- 
cian. The best methods of establishing quarantine should be 
thoroughly discussed at the county medical society meetings, 
and a uniform plan be adopted for the county. In matters of 
public health there should be no disagreement. That one case 
and not another should be released before the danger is passed 
only casts discredit on our profession and sanitary methods. 
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As a rule the counties with the better county societies have 
a better feeling among the physicians, consequently a better health 
officer is elected and contagious diseases are better handled. The 
burden is on the doctors. With them rests the responsibility of 
preventing the spread of diseases. They are posted on health 
matters, and should impart to the public this most necessary in- 
formation. ‘To apologize for establishing a quarantine does not 
command respeet of the law. We must point out the necessity 
for suck precautions, and convince the friends of the necessity for 
establishing a quarantine to prevent the spread of contagious 
diseases. As one physician said in discussing this subject at a 
medical meeting last summer: ‘‘The physician that establishes 
a quarantine performs the same duty to the public the man does 
that turns in the fire alarm.’’ ‘‘In one instance lives are saved. 
In the other property”. In some localities quarantine is well 
established usually, but there is room for improvement. In 
some places practically nothing is done to prevent the spread of 
contagion. In some localities many laymen are still under the 
impression that children’s diseases, (so-called)l are necessary for 
the well-being of the child. How can they reason otherwise, 
however, when we still have a few in the profession that also be- 
lieve it necessary? What is to be done with the doctor that says 
germs are the results and not the cause of diseases? It takes but 
a few moments to explain how a given disease is spread and it is 
our duty to inform the public. The time is coming when we 
will be paid for what we know and not for what we do. We will 
soon be compensated for preventing diseases and not for curing 
them. 

We have no legal or moral right to be careless. By rigid 
enforcement of the laws we will save many lives, and we should 
lend the health officer every assistance possible. The law must 
be enforced. The rights of the community are paramount to the 
so-called personal rights of the individual, and the altruistic spirit 
of the profession will not permit the safety of the community to be 
sacrificed in order to court the favor of a client. Let us prove 
that we can prevent diseases and thus gain the confidence of the 
public. It is up to the profession. What shall we do about it? 

C. S. K. 


wiped 
At the last meeting of the State Board of Medical Education 
and Registration held in Topeka, October 10-13, the board was 
confronted by a rather unusual and startling proposition. 
A Wichita attorney who has for several years past been very 
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active in the interest of the Chiropractors presented himself and 
submitted two diplomas for the inspection of board with a formal 
demand for their recognition. 

These diplomas were issued by a chiropractic institution of 
Wichita and purported to convey the title of Doctor of Osteo- 
pathy to their holders. 

The names attached to these diplomas (presumably the facul- 
ty of the institution), Walter T. Matson, B. S., J. E. Worrall, 
D. D., A. S. Bass, M. D. and W. R. Watson. As the last named 
member of this college or corporation had no letters of title attached 
to his name, and inquiry elicited the fact that he was a lumber 
dealer and not identified with the ‘‘scientific’”’ training of the pro- 
duct of this institution. 

While assured of the expediency, if not the actual necessity 
of the title, ‘‘B. S.’’ to the product of such institutions, my im- 
mediate inquiry revealed the fact that this title was borne by the 
attorney representing ‘‘the interests’’ of the chiropractors and also 
the graduates of this school or institution of which he was one of 
the incorporators, but professing to know nothing of the methods 
of teaching the ‘‘science’’ of which the proud holders of these 
“diplomas” are presumably the embodiment. | 

Possibly the interests of the lumber dealer, another of the in- 
corporators, was equally remote from an educational standpoint 
but was centered in the mortuary materials that would necessarily 
be in demand. 

Thus the demand was made that the board consider and grant 
a license to practice upon an osteopathic diploma, issued by a 
chiropractic institution, signed by the above named sponsors. 

Now this sounds very entertaining and savors of a witticism 
intended to provoke mirth, but softly—not only was this demand 
made in all sincerity, but the board was duly notified that the 
proper legal steps would be taken to force their recognition and this 
notice and demand were based on an opinion of the Acting Attor- 
ney General, (duly exhibited) that the product of this institution 
was legitimately and lawfully entitled to recognition under the 
statutes of our state. 

This in indeed a sad reflection on the medical regulations of 
an enlightened state and must direct the attention of the profes- 
sion to some very pertinent facts demanding immediate considera- 
tion. 

First.—Our medical laws, while designed to be fully effec- 
tive and protective to the public and the profession alike, in the 
regulation of the practice of medicine are lamentably weak and 
inefficient. 
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Second.—Prophylactic legislation is much more effective and 
much more easy to accomplish than regulative measures after a 
vicious precedent has been established. 

Third.—The present law allowing osteopaths to register upon 
their diplomas without examination as to qualification or fitness 
is not only palpably unfair to the people and the profession of the 
state, but provides an easy avenue through which the product of 
the diploma mill and the enterprising grafter may be dumped 
broadcast over our state without the slighest legal restraint. 

Fourth.—The State Board of Medical Examination and Regis- 
tration is hampered in the proper discharge of its duties to the 
public and the profession, both by the lack of efficient medical laws 
whereby the standards of medical requirement and practice might 
be maintained at the maximum and by an absence of all funds for 
the proper prosecution of violators of the practice act. While 
the sum set aside by the state for the use of this board is so meagre 
that it barely serves to cover the years expenses in board, trans- 
portation and salaries, that are shamefully inadequate to the 
service rendered, this department turns over to the state treasurer 
annually, a surplus of $1500 to several thousand dollars, none of 
which may be utilized in prosecuting the legitimate work of the 
board. 

Thus the state levies a tax on every doctor establishing him- 
self within its boundries without affording him the protection the 
statutes are supposed to provide. No other profession so far as 
I can learn is so taxed. 

The medical profession of the state should see to it that pro- 
per measures are introduced in the next legislature looking toward 


a correction of these conditions. 
F. A. CARMICHAEL. 
iiscicaalacaa a 

The following from the Journal of the American Medical As- 
sociation, (October 12, 1912) is self-explanatory. What are we 
going to do about it? 

SAMUELS RETURNS TO WICHITA. 
Detroit Proves Too Hot for this Quack. 

‘Professor’? Samuels, who dispenses a weak solution of sugar 
and salt at $5 an ounce, for the cure of all known diseases, has re- 
turned to Wichita, Kansas. Some months ago he left the western 
city and transferred his mail-order business to Detroit. If he did 
this in the belief that Michigan was an ‘‘easy”’ state and that he 
would be free from interference by the authorities, he was disap. 
pointed. He had barely got settled in his Detroit offices when the 
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public prosecutor, Mr. Hugh Shepard, raided the concern, seized 
the card index of Samuels’ present and prospective victims and, 
according to the newspapers, carried off a barrel of sugar and a 
bin of salt. All these things have been referred to in the Journal 
before. 

Finding Michigan so unsympathetic, Samuels has returned to 
Kansas and is now ‘‘doing business’’ at the old stand. Detroit is to 
be felicitated. The business men of Wichita do not seem to be 
very enthusiastic over Samuels’ return. The official organ of the 
Wichita Business Association in discussing fake concerns in that 
city makes the following reference to Samuels’ without mention- 
ing this quack’s name. 

. “Only recently the king of quacks and ‘fakers,’ run out of a 
big Eastern city, mercilessly handled without gloves by the Ameri- 
can Medical Association, has returned to Wichita. Some people 
received him actually with open arms. Some seem to think that 
the boost that postal receipts get from this mail-order business 
atones for any short-comings he possesses. Righteous indigna- 
tion surges up rebelliously at the very idea of ‘fake’ clothing and 
shoe concerns doing business here, and legislation gets them’; 
but no one seems to care much at the return of this notorious and 
unconscionable medical quack.”’ 

If Wichita has the right kind of public prosecutor, that city 
can be made to be just as unhealthy for Samuels as Mr. Shep- 
ard made Detroit. But the case would need to be handled with- 
out gloves. Samuels’ business is a fraudulent one and in spite of 
his wealth, amassed by selling a worthless mixture as a cure for 
disease, his activities in this line can be curbed. 

Like all mail-order quacks, Samuels’ chief stock in trade 
are his testimonials, In his advertising he makes much of the 
letters that he claims to have received ‘‘from his patients.’’ There 
is one class of letters that he receives about which nothing is said. 
We reproduce a few of the letters of this kind. Out of considera- 
tion for their writers, we omit the names and addresses of the per- 
sons sending them although both are on file in The Journal office: 

Tennessee, Feb. 20, 1912. 


Prof. H. Samuels, Wichita, Kan. 

Dear Sir.—I am sending the treatment back that you sent my 
wife some time ago. She is dead now. The treatment you sent 
her made her worse and I cam prove it. She never used it but 
six times and she got worse right straight. Now I enclose your 
treatment back to you and I want my money back. If you don’t 
I am going to pull you for sending something that made my wife 
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worse. There have others told me I could, but I won’t bother vou 
if you will send my money back, and if you don’t I will see what 
I can do with you. Awaiting for quick reply, I am, 
Yours very truly, W. F. S. 
Ohio, Jan. 21, 1911. 
Professor Samuels, Wichita, Kan. 

Dear Sir.—I am sorry to tell you my father is dead, and if you 
have not sent that medicine, please hold same and return our 
money, as we need it under the present circumstances. 

We are greatly in need of money now, and if you will please 
send our money back, please do so. 

If you have a small boy you may put yourself in our condition 
and think if you were to die and leave a boy and wife to take care 
of themselves. 

You see, my father was a poor working man and put all of his 
hope in your medicine. 

So if you will please send our money back we will be very grate- 
ful to you. Yours very truly, H. S. P. 

P. S.—We ask your sympathy in our trouble. 

Arkansas, May 5, 1911. 
Professor Samuels. 

Dear Sir.—I will drop you a few lines, as I will send the last 
treatment of your medicine back. My husband isdead. Just 
waited too late to cure him, and I am left alone with two little 
ones to provide for and I can’t use your medicine. I will return it, 
and if you think it right to return the money why do so, for I 
need it. As that is all, I will close. E. Y. 


Idaho, May 16, 1911. 
Professor Samuels. 

Dear Sir.—Received your letter, but Mr. L. was dead at time. 
He passed away Saturday, May 6. Kept up with your medicine 
till the last day; used only half of the one month’s treatment. 
Will you take the medicine back that is left and send me some of 
the money back, at least $15 of it, as I am a widow with three 
children now can use the money badly. Please let me know about 
it as soon as possible. Have the medicine in a cool dark place. 
Yours respectfully, MRS. A. L. 
Nebraska, Feb. 20, 1912. 

Prof. H. Samuels, Wichita, Kan. 
Dear Sir.—Something near two months ago I sent you a bank 
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draft for $5 for a month’s treatment for my little boy’s eye who by 
accident was hit in the eye with a stick and thus cut in the edge 
of the pupil of the eye. We rec’d the treatment in due time and 
used it according to directions, but have received no benefit, 
as the boy is blind in that eye. I sent you the money in good 
faith and on your own recommendation and also of Mrs. S. of this 
place, who is taking your treatment. Now, in view of the fact 
that we have received no benefit from treatment, do you not feel that 
it would be right that I should receive my $5 again? 

Doc, if I was not a poor man and have four children to look 
after beside my wife, I would say nothing at all; but in view of 
the foregoing facts I only ask to be treated by you the same as 
you would desire to be treated by me were you in my stead. I 
will close hoping to hear from you soon. Sincerely yours,—A. F. S. 

Can these be read without indignation? Do the tragedies 
they detail call forth no protest against the heartless cruelty 
of the mail-order quack? Must we wait for that far-off time 
when the masses of the people shall have developed that healthy 
scientific skepticism that will make quackery impossible, before 
doing something to protect the wives and children who are heartless- 
ly swindled by frauds of this kind? Or shall we not ask our legis- 
lators to recognize the patent fact that a large proportion of the 
public needs protection against its own susceptibility and credulity 
in matters so closely related to its own health? 

The Detroit News published an interview that one of its 
reporters had with Samuels at the time this quack was still living 
in one of the most expensive hotel suites in Detroit. When seen 
by the reporter Samuels, with his wife and daughter, was about 
to start for a ride in his motor car. After the interview was over 
Samuels and his party rode off—but let the reporter tell it: 

“They were laughing as they went out in the sunshine and 
the well-dressed little party looked prosperous—the ‘professor’ 
has cleaned up half a million dollars on his compound. But as they 
slipped into the traffic of the avenue, another picture seemed to 
arise and sit beside the ‘professor’—a gaunt woman holding in 
her arms a heavily-breathing child. In her hand, a bottle and a 
medicine dropper. She touches the forehead and starts back. 
The wasted little body is chilling with the chill of death. The 
professor opens a letter. She asks for the return of the money she 
sent him. She does not need the rest of the treatment, the child 
is dead. 

“Then there is a man who coughs slowly and terribly. His 
face is the color of chalk, his throat is sunken, his hands are so 
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slender the bones seem to start through. A wife bends over and 
drops a colorless liquid into hiseye. With the application goes all 
of her faith, for is not Professor Samuels the ‘Modern Moses’— 
he says so himself in his advertisements—who will lead the people 
out of the bondage of sickness and suffering.? And mingled with 
these are many, many others.’ 


—_—_o-—_—_ 


SOCIETY NOTES. 


2nd District, C. C. Goddard, councillor, Leavenworth: 
The Wyandotte County Medical Society held an interesting 
meeting, November 26th. The following program was given: 
Report of an Unusual Case of Mercury Poisoning, Dr. O. M. 
Longnecker. 
Report of a Case of Ovarian Tumor, Dr. R. C. Lowman. 
Report of a Case of Vesical Calculi, Dr. L. F. Barney. 
Paper—‘‘Physiology and Pathology of the Puerperium,”’ 
Dr. E. A. Reeves. 
Program of the meeting November 12th: 
Paper—‘‘Tumor of the Upper Jaw, Dr. W. S. Sutton. 
J. F. HASSIG, Secretary. 
sacibsbaditcceags 
The October session of the Northeast Kansas Medical Society 
was called to order at 2 p. m., October 24th, by President Hugh 
Wilkinson, in parlors of Commercial Club; at Topeka, Kansas. 
Present during meeting—45. The program was at once taken up 
as there was no other business to come before society. 
Dr. E. W. Reed read a very able paper on ‘‘Inertia Uteri.”’ 
Dr. Wm. McDougal had a learned essay on ‘‘Rabies.”’ 
Dr. C. J. McGee an exhaustive analysis of ‘‘Ectopic Pregnancy.’ 
Dr. S. A. Hammell a report on ‘‘Flat-Foot, Manner of Cor- 
rection.”’ 
Dr. J. C. Shaw had an admirable paper on ‘‘Appendicitis and 
Some of its Obscurities for the Surgeon.”’ 
Dr. C. C. Nesselrode gave an essay on ‘‘Multiple Abscesss of 
Liver as a Complication of Appendicitis.” 
Dr. V. L. Sams had an interesting paper on the subject of 
“Etiology of Eclampsia.”’ 
Dr. E. E. Hubbard gave an extensive lecture on “‘Differentia- 
tion of Symptoms located in Epigastrium. 
Dr. H. M. Connor had an able essay on ““The Blood in Disease.”’ 
All papers brought good discussion and everyone felt well re- 
paid for attendance. 
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Kansas City, Kansas, was kind enough to invite the society 
to meet with their county February next, which invitation was 
accepted. 

The Fall Meeting was changed to take place in the future on 
the last Thursday of September instead of 2nd Thursday in Octo- 
ber. Meeting voted thanks to Shawnee county society for enter- 
tainment. 

C. C. GODDARD, Sec’y. 
coos 

3rd District, H. B. Caffey, councillor, Pittsburg: 

The regular meeting of the Montgomery county medical 
society was held at Coffeyville, Kansas, Friday, November 15, 
1912. The meeting was held at the office of Drs. J. H. & Clifford 
P. Johnson. The following program was given. 

Gleanings from Mayo Brothers, Rochester, Minn., Dr. A. A. 
Krugg. 

Pernicious Anemia, Dr. W. H. Wells. 

The Doctor in Literature, Dr. J. W. Ryan. 

Paper—Dr. C. H. Fortner. 

. ——o-— 
5th District, W. E. Currie, councillor, Sterling: 
Program of the Harvey county medical society for December: 
PNEUMONIA AND TYPHOID.” 

‘Medical Treatment,” Dr. F. L. Abbey. Discussion, Dr. S. 
S. Haury. ‘ 

“Sanitation and Disinfection,’’ Dr. S. S. Haury. Discussion, 
Dr. R. C. McClymonds. 

‘‘Bacterins in Pneumonia and Typhoid,” Dr. J. M. Sutton. 
Discussion, Dr. Max Miller. 

Election of officers. 

F. L. Abbey, Secretary. 
Lhraiaalltediioes 

6th District, Arch D. Jones, councillor, Wichita: 

The Sumner county medical society met at Conway Springs, 
November 20th. The physicians af Conway Springs as hosts 
made the evening one of pleasure and profit. Following the pro- 
gram a spread of oyster sandwiches and coffee was served. The 
roads were splendid and attendance good. The following pro- 
gram was given: 

Pyelitis, with Case Reports, George Knappenberger, M. D., 
Milan. 

‘“‘Winnowings,”’ J. C. McKennon, M. D., Argonia. 

Purulent Pleurisy, John Evans, M. D., Wichita. 

T. H. JAMIESON, Secretary. 
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7th District, W. F. Sawhill, councillor, Concordia: 

The Cloud county medical society met in regular session at 
Concordia Friday evening, October 18th, with 10 of the 18 mem- 
bers present. The evening was spent in a discussion of Diseases 
of the Bile Passages. The following program was carried out: 

Cholelithiasis, Etiology, Occurrence and Morbid Anatomy, 
Dr. S. C. Pigman, Concordia. 

Acute Impaction, Symptoms, Diagnosis and Prognosis, Dr. 
G. A. Jeert, Concordia. 

Chronic Impacted Gall Stones. Symptoms due to chronic 
obstruction of cystic duct. Symptoms due to chronic obstruction 
of common duct, Dr. B. P. Smith, Miltonvale. 

Suppurative Cholangitis, Complicating Chronic Obstruction, 
Dr. Alfred Johnson, Clyde. 

Diagnosis, Prognosis and Treatment of Impacted Gall Stones 
and Its Complications, Dr. A. J. Weaver, Concordia. 

Acute Infectious Cholecystitis, Etiology, Pathology, Symp- 
toms, Diagnosis, Prognosis and Treatment, Dr. T. C. Kimble, 
Miltonvale. 

Case Reports and General Discussion. 

Case reports were presented by Dr. Robertson of Concordia 
and Dr. Smith of Miltonvale. 

Dr. Sawhill of Concordia, who had just returned from Chicago, 
where he attended the meeting of the American Association of 
Railroad Surgeons, gave a short talk on some of the observations. 

Dr. McDonald, the president, presented the matter of expenses 
of the society for the next year and a motion was made by Dr. 
Kimble and carried, to assess each member one dollar for the 
ensuing year. 

The applications of two physicians of the county were presented 
by the secretary and both were elected to membership in the society. 


Meeting adjourned. 

E. N. ROBERTSON, Sec’y. 
‘esbaceigilitessttial 

8th District, O. ID. Walker, councillor, Salina: 

The regular meeting of the Saline, Ottawa and Lincoln County 
Medical Societies was held in Salina, Thursday, November 14th. 
The meeting was anexcellent one, thirty members being present. 

The following papers were read: 

1. Fractures of the Lower End of the Shaft of the Femur, 
Dr. Otto F. Dierker, Sylvan, Grove. 

2. Fractures, Dr. E. O. Smith, Marquette. 


3. Compound Fractures, Dr. W. H. Winterbotham, Salina 
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Discussion on Fractures opened by Dr. P. V. Beckman, Linds- 
borg. 

4. Paper—Dr. F. E. Harver, Minneapolis. 

Supper was served to the visiting doctors by the Salina pro- 


fession at the Clayton Hotel at 6:30. 

O. D. WALKER, Secretary. 

o—— 
NEWS NOTES 

Dr. E. A. Myers of Burdett and Miss Thirza Hope Fox of 

Lawrence were married October 23. 
——_Oo-—-— 

Wesley Hospital, a Methodist Espiscopal institution in Wichi- 
ta, was opened to the public October 15, with a reception to the 
laity and to the profession. Dr. E. T. Ebright is chief of staff. 

—_—_Oo——- 
COUNCILLORS —NOTICE. 

The Council of the Kansas Medical Society will hold their next 
meeting at Topeka, January 10th. 

CHAS. S. HUFFMAN, Secretary. 


—_——_Oo—-—_ 
Dr. M. Collins of Oxford has just recovered from a fracture of 
the right arm, received while cranking his auto. 


Dr. A. R. Hatcher of Wellington, has returned after a month 

spent in New York, doing post-graduate work. 
——_O——_ 

Dr. H. W. Neel of Anson, is spending 3 months doing post- 

graduate work in New York. 
—_——_Oo—_——_ 

Dr. H. L. Millington has received the appointment of Health 

Officer of the city of Wellington, for the next two years. 
—_——_OoO—_ — 

Dr. M. W. Martin has returned to Wellington after an absence 
of two years in Texas where he regained his health. 

St. Lukes Hospital has severed its relations with Christ’s 
Hospital and has taken out a new charter under the title of St. 
Lukes’ Hospital of Wellington. 

—_—_o—-—— 

Dr. Jno. C. Caldwell, who recently moved from East St. Louis, 
Ill. to Wellington, has purchased and moved into a fine new resi- 
dence on North A. Street. 





—_—-Q—_— 


Dr. Edmundson has moved from Gueda Springs to Garden 
City. 
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Dr. McMillan of Mayfield has moved to Goddard, his practice 
and residence having been purchased by Dr. Earl Clark, class 
1910, K. U. Sumner County will have three members of that 
class, viz., Dr. George Knappenberger of Milan, Dr. H. F. Hynd- 
man of Wellington and Dr. Earl Clark of Mayfield. 

heel Ac’ 

Dr. J. F. Robertson and son, Dr. Wright Robertson of Cald- 
well while returning from the meeting of the Sumner county 
society at Conway Springs, November 20, ran their machine into 
aculvert. Dr. Robertson, Sr., was thrown from the car and struck 
on his head and shoulders. His injuries were not serious. The 
accident was due to a bad road. 

——o 


OBITUARY. 


S. S. Reed, M. D., Hospital College of Medicine, Louisville, 
Ky., 1880, died in a hospital in Kansas City, Mo., after an operation 
for tubercular peritonitis. He had practiced his profession at 
Soldier, Kans., since his graduation. 

En SO 

William Henry George, M. D., University of Michigan, Ann 
Arbor, 1869; one of the earliest settlers of Canton, Kan., and 
later a practitioner of McPherson; died in the McPherson Hos- 
pital, October 19, after an operation for appendicitis, aged 67. 

Seicciibiacapis 

William Manson, M. D., Rush Medical College, 1864; died at 

his home near Burlington, Kans., October 13. 


——-o-—--—- 


MISCELLANEOUS 


The American Surgical Association has appointed a committee 
consisting of Drs. William L. Estes, South Bethlehem, Pa; Thomas 
W. Huntington, San Francisco, California; John B. Walker, New 
York City; Edward Martin, Philadelphia; and John B. Roberts, 
chairman, 313 S. 17th Street, Philadelphia to report on the Opera- 
tive and Non-operative of closed and open fractures of the long 
bones and the value of radiography in the study of these injuries. 
Surgeons who have published papers relating to this subject within 
the last ten years, will confer a favor by sending two‘reprints to 
the chairman of the committee. If no reprints are available, the 
titles and places of their publication are desired. 

——o 

Doctor’s and Lawyer’s Fees.—In a conversation some time 
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azo a prominent lawyer remarked to a physician of repute that the 
estate of a well-known ‘‘captain of industry,’’ amounting to some 
forty millions, would bring the lawyers about a million dollars as 
fees. The doctor asked the lawyer: 

‘Suppose the man were dying, but there being a chance of 
saving his life by a difficult operation, a surgeon should operate 
and save his life, would that surgeon be justified in sending in a bill 
for $100,000?” 

The immediate answer was: ‘‘Certainly not.” 

‘“‘Well,’’ asked the doctor, ‘‘how is it thac the lawyers can 
charge such large fees?”’ 

‘“‘Because,”’ replied the advocate, ‘‘a lawyer’s fees are fixed 
by the courts.” 

And the celebrated physician, whose office fee of ten dollars 
is often grudgingly paid, remarked: 

“You lawyers have solved the problem of self-preservation, 
while we are spending our time in the preservation of others.’’— 
Journal of the Medical Society of New Jersey. 


CLINICAL NOTES 


Massage of the Nerves.—Joffe relates experimental research 
which demonstrated a markedly injurious action on nerve tissue 
from pressure such as is applied in the modern ‘‘pressure massage”’ 
treatment of neuralgia. Fifty-two experiments showed that the 
benefit in neuralgia is due to blocking of certain of the nerve 
fibres from degenerative processes. The centrifugal fibres seemed 
to suffer more than the centripetal—Ohio State Medical Journal. 

ee Te 

Anesthetizing Children.—Never begin the anesthetic until 
the surgeon is ready to operate. This is a thing that I wish to 
impress not only on anesthetists, but on the general operator. 
I have seen many patients who have been kept under anesthesia 
anywhere from five to thirty minutes before the operator was ready 
to begin.—Kilmer in Arch. Pediat. 4 

rials 





Post-Operative Hernia.—Post-operative hernias are due to 
mechanical interference with the nerve supply of the abdominal 
muscles. Ih clean cases this interference is the direct result of 
the cutting or bruising of any of the six lower intercostal nerves, 
or occasionally due to the stretching of the anterior belly wall 
from pressure of gas in the intestine and stomach.—Hoeve, In- 
ternational Jour. of Surgery. 











